The findings indicate that expansion of private or public insurance coverage will significantly increase the access to and use of preventive and illness-related ambulatory care for uninsured children (see the Summer/Fall 1993 issue of The Future of Children). However, other differences between single-and two-parent families play an important role in impeding children's utilization of health care services and also need to be addressed. Family income has a significant effect on utilization of preventive services even for those with health insurance coverage; out-of-pocket costs and lack of transportation are obstacles. The lower likelihood of illness-related ambulatory visits for children in mother-headed families compared with children in two-parent families is not adequately explained by their lower rates of health insurance coverage or lower incomes. Despite a higher burden of illness in low-income families (see the Winter 1992 issue of The Future of Children) these children are using fewer services. This appears to be a consequence of many cultural, social, behavioral, and health system variables which constitute nonfinancial barriers to service utilization.
-R.E.B.
The Future of Children CRITICAL HEALTH ISSUES FOR CHILDREN AND YOUTH Vol. 4 • No. 3 -Winter 1994 T he media, the academic community, and political leaders have given considerable attention to the dramatic changes that have transformed the American family over the past 30 years. Among these changes are the high rates of divorce and births to unmarried mothers, which are largely responsible for the growing proportion of families headed by a single, primarily female parent. About one-fourth of families with children had only one parent present in 1992-compared with about 11% of households in 1970.
1 In fact, one study showed that nearly half of all children born since 1975 will live in a single-parent family at some point in their childhood. 2 Along with the possible consequences of single parenthood for children's development, health, and economic well-being, adequate access to health services is also a concern.
3 Numerous studies have examined differences in health care use for children by demographic, socioeconomic, and physician supply factors, but few have examined the implications of different family structures on children's health care use. 4 Research has shown that children in single-parent families use fewer health care services than children in two-parent families, 5 but it is unknown whether this is a result of medical need, the dramatically lower economic resources of singleparent families, or other noneconomic characteristics.
It is unlikely that the need for health services is substantially higher for children in two-parent families than it is for children in single-parent families. A recent study has shown that there is no difference in physician assessments of children's physical health problems by family type, although single mothers are more likely to report their children as being in poor health than are mothers of children in two-parent families.
5 Also, considerable research has shown that children in motheronly families have greater emotional and behavioral problems, which would suggest that specific types of medical need are higher for children in mother-only families than for children in two-parent families. 5, 6 Clearly, need is only one motivating aspect in the use of health care services, and other factors, particularly economic, play a substantial role in the lower health care use by children in single-parent families. Children in single-parent families are overrepresented among persons who are not in the labor force, or are poor or low income, and thus more at risk for being without continuous health care coverage and living in medically underserved areas. Access to health care services for children who lack adequate health care coverage is a persistent problem in the United States, as has been demonstrated in past studies. 7 In this article, we use data from the 1987 National Medical Expenditure Survey (NMES) to examine differences between children in two-parent and single-parent families in their health care coverage and use of ambulatory care services. Our findings support previous research findings that children in mother-headed families are less likely to use ambulatory care than are children in two-parent families. We explore whether these differences in health care use are related to health care coverage. In other words, if all children had public or private insurance coverage, would the health care use of children in mother-headed families be more comparable with the use by children in twoparent families ? Our findings indicate that, even if all children were covered by private or public health care coverage, differences in use between family types would still exist. We conclude by discussing other possible explanations for the discrepancies in use by family type.
Data Source
Data from the Household component of the 1987 National Medical Expenditure Survey were used in the analysis. The NMES sampled approximately 14,000 households, resulting in data on 36,259 civilian noninstitutionalized individuals. Because of policy interest, blacks, Hispanics, the low income, the elderly, and persons with functional limitations were oversampled.
The NMES was designed to provide measures of use and expenditures for health services, insurance coverage, and sources of payment for 1987. The survey was fielded in four rounds with interviews conducted at approximately four-month intervals. 8 Data on household characteristics, employment, insurance, and medical care utilization and expenditures were recalled by the respondent (most typically the mother with respect to children) and recorded at each of the four interview rounds.
Our analysis was limited to the 9,200 children who were either living with both parents or with their mothers in 1987. 9 Although father-headed families are an ever-increasing sector of single-parent families (they accounted for about 15% of More than 40% of children in motherheaded families had incomes below the federal poverty line, compared with only 13% of children in two-parent families.
single-parent families with children in 1992), 1 children with single fathers represented only 2% of all children in the NMES data and were insufficient for the analyses conducted in this study.
Except for the results in Table 1 , estimates of health care coverage and utilization are provided separately for preschool children (0 to 5 years) and other children (6 to 17 years). A social and economic profile of two-parent families, all motherheaded families, divorced mothers, and never-married mothers is presented in Table 1 for children of all ages (0 to 17 years). For the remainder of the analyses, mother-headed families are treated as a single group when compared with two parent-families. Although mother-headed families are diverse, particularly when comparing divorced mothers with nevermarried mothers, our analysis of health care coverage and utilization could not support separate estimates for each of these groups along with the two age cohorts of children (ages 0 to 5 years; 6 to 17 years). Moreover, despite differences in race/ethnicity, education, and employment, all mother-headed families have substantially lower family incomes than do two-parent families.
In the analysis that follows, we use NMES data to provide descriptive comparisons of demographic and economic characteristics for two-parent and motherheaded families and to point out the differences in their use of ambulatory health care services. Multivariate models are used to test whether changes in insurance status would resolve the differences in health care use by family structure.
Social and Economic Profile of Children by Family Type
Economic differences between two-parent and mother-headed families are striking. In 1987, the average family income of children with single mothers was less than half the family income of children in twoparent families (Table 1; $18,079 versus $39,840) . As a result, more than 40% of children in mother-headed families had incomes below the federal poverty line, compared with only 13% of children in two-parent families. Almost three-fourths of children in mother-headed families were poor or low income (defined as having family incomes less than 200% of the poverty line) compared with fewer than onethird of children in two-parent families. These dramatic differences in the economic circumstances between children in two-parent and mother-headed families reflect the labor force participation as well as the wages of their parents. In 1987, more than three-fourths of children in two-parent families had fathers who were employed full-time and throughout the year, and only about 7% of children's fathers were not employed at all, either because they were unemployed or not in the labor force. Combined with the labor force participation of their mothers, more than 80% of children in two-parent families had at least one parent employed full-time and all year, and only 3% of children in two-parent families had parents who were both unemployed. By comparison, more than one-third of the children in mother-headed families had mothers who were not employed in 1987, and fewer than one-third of these women were employed full time and all year. Continued wage differentials between men and women make it difficult for a single woman to earn a wage comparable to that of a male counterpart with similar education and experience, and extremely unlikely that her earnings could equal that of a married couple. 10 Furthermore, many single mothers' lower educational attainment impedes employment in jobs that pay more than minimum wage; over onethird have less than a high school education compared with 18.5% of mothers in two-parent families.
Although mother-headed families encompass all racial and ethnic groups, black children have a substantially higher likelihood of residing in a mother-headed family than do white children, and 60% of children living with never-married mothers are black. More Hispanic children are in mother-headed families than in twoparent families.
In regard to health, mothers in singleparent families and never-married mothers were more likely to rate their child's health as fair or poor (about 7%) than were mothers in two-parent families (4.3%).
Health Care Coverage of Children by Family Type
Family income and parent's employment status are perhaps the most important determinants of whether children have health care coverage and of the specific type of coverage they have. 11 Children of middle-and upper-income families who have a parent employed full time are likely to obtain private insurance through their parent's place of employment. By contrast, poor and low-income children are less likely to have private insurance because their parents are more likely either to be unemployed or to work for an employer who does not offer private health insurance. These children are more likely to be covered by Medicaid-a federal-state program that provides health care coverage to poor and low-income persons who meet the eligibility requirements of the program-or to lack public or private coverage entirely. These patterns are reflected in an examination of children's health care coverage by family type for 1987 (Table 2) . 12 For all ages, children in two-parent families-who generally have higher incomes and at least one parent who is employed-are more than twice as likely to have private insurance all year compared with children in mother-headed families. By contrast, 35.7% of children in motherheaded families-whose mothers are more likely to have lower incomes or to be unemployed-have public coverage (primarily Medicaid) compared with only 5.7% of children in two-parent families. Nearly one-third of children in motherheaded families did not have any insurance coverage (either public or private) for all or part of 1987 compared with nearly one-fourth of children in twoparent families.
Some differences in children's health care coverage exist according to age of the child. For example, children 6 to 17 years old were more likely to be covered by private insurance than were children 0 to 5 years of age. The higher percentage of older children with private coverage (in both two-parent and single-parent families) may reflect the greater labor force participation of mothers. In two-parent families, one-third of children 6 to 17 years old had mothers employed full time and all year, compared with 22% of children 0 to 5 years old (estimates not shown). In mother-headed families, 37% of children 6 to 17 years old had mothers employed full time and all year, compared with only 19% of children 0 to 5 years old (estimates not shown). Obviously, the greater the labor force participation of parents, the more opportunities there are to obtain employment-related private insurance.
By contrast, 45.7% of children 0 to 5 years of age in mother-headed families had public coverage compared with 30.9% of children 6 to 17 years of age. Younger children are more likely to have Medicaid coverage because they have higher poverty rates (and, thus, are more likely to qualify for Medicaid) and also because of the expansion of Medicaid benefits to young children during the 1980s, beginning with the Deficit Reduction Act of 1984 (DEFRA 1984) . The majority of Medicaid expansions took place in the late 1980s and early 1990s. Consequently, large increases in the number of young children eligible for Medicaid-who were the target of this legislation-are not reflected in these estimates. 13 An examination of the characteristics of uninsured children shows that those in mother-headed families had significantly higher poverty rates and were much less likely to have a parent employed full time and all year than uninsured children in two-parent families (Table 3) . For uninsured children 0 to 5 years of age in mother-headed families, 57.6% were poor and another 21.1% were low income, compared with 36.6% and 29.8%, respectively, of uninsured children 0 to 5 years of age in two-parent families. Only about one in five uninsured children 0 to 5 years of age in mother-headed families had mothers who were employed full time and all year, and almost one-third had mothers who did not work at all in 1987. By contrast, almost 60% of uninsured children 0 to 5 years of age in two-parent families had at least one fully employed parent, and only about 3% of these children had two unemployed parents. Thus, lack of employment per se does not appear to be the main factor involved with the lack of health care coverage for children in twoparent families.
Nearly one-third of children in motherheaded families did not have any insurance coverage (either public or private) for all or part of 1987 compared with nearly onefourth of children in two-parent families.
These findings suggest that Medicaid expansions in recent years-including the 1989 and 1990 Omnibus Budget Reconciliation Act (OBRA) and provisions retained under the 1988 Medicare Catastrophic Coverage Act-are likely to benefit children in mother-only families disproportionately. This is true even though it has probably become easier for poor and low-income children in two-parent families to be on Medicaid because eligibility is no longer restricted to families receiving assistance through Aid to Families with Dependent Children (AFDC), the major welfare program that has traditionally served single mothers and their children. The 1989 OBRA mandated coverage to all pregnant women and children up to age 6 in families with incomes below 133% of the federal poverty line, and the 1990 OBRA mandated coverage of children between the ages of 7 and 19 below the poverty line to be phased in by the year 2002. Assuming continued high rates of poverty and low rates of employment among single mothers, the findings indicate that reliance on government assistance for health care coverage for them and their children will increase substantially in the future.
Children's Use of Ambulatory Health Care Services
Previous research has compared the health care utilization of persons with different socioeconomic and demographic characteristics; more specifically, such research has examined differences in use by income, insurance, race and ethnicity, and urban and rural locale.
14 Lower health care use by persons in one group (such as poor and low income, uninsured, racial and ethnic minority, rural areas) relative to others has typically been taken as strong evidence of access problems for persons with those characteristics. In this tradition, we examine differences between children by family structure using four measures of ambulatory health care utilization: (1) the likelihood of using preventive ambulatory health services such as immunizations, well-child visits, and general exams, (2) the number of preventive visits for children having use of this type, (3) the likelihood of an ambulatory health care visit related to a specific illness or medical condition, and (4) the number of illness-related visits for children having use of this type. 15 For each of these measures, we examine overall differences between children in two-parent and mother-headed families, and separately for young children (0 to 5) and school age children (6 to 17). Differences in children's use by family type are also examined across categories of health care coverage to determine the extent to which variations in health care coverage between children in different family types account for their differences in utilization. Differences by Family Structure Table 4 shows that children in motherheaded families were less likely to use both preventive and illness-related ambulatory care compared with children in two-parent families. Forty-one percent of children in two-parent families had at least one preventive health care visit in 1987 compared with 35.3% of children in mother-headed families. The differences are greater for young children; in two-parent families, 62% of children 0 to 5 years of age had a preventive health care visit compared with 52% in mother-headed families. On the whole, older children were considerably less likely to have a preventive visit than younger children, as one would expect given that the American Academy of Pediatrics recommends fewer and less frequent visits for older children compared with the numerous well-child visits and immunizations recommended for very young children. 16 Nevertheless, in contrast with 0-to 5-year-olds, preventive use by older children did not differ significandy across family types.
Children in mother-headed families were also less likely to have an illnessrelated visit compared with children in two-parent families (53.8% versus 60.5%). As with preventive care, these differences were even larger for young children: 67.2% of children 0 to 5 years old in two-parent families had an illness-related visit compared with 57.2% of their counterparts in mother-headed families. For the 6 to 17 age group, children in mother-headed families were also less likely to have an illness-related visit, although the difference between children in two-parent and Children in mother-headed families were less likely to use both preventive and illnessrelated ambulatory care compared with children in two-parent families.
mother-headed families was smaller than for young children (56.7% for children in two-parent families compared with 52.1% for children in single-parent families).
Once contact with the health care system had been made, differences in the frequency of ambulatory use between children in single-parent and two-parent families were less apparent. Children 0 to 5 years of age in two-parent families had a slightly higher number of both preventive and illness-related visits than did children the same age in mother-headed families (2.2 versus 1.8 preventive visits and 4.2 versus 3.8 illness-related visits), but these Mother-Headed differences were not statistically significant. 17 Similarly, children 6 to 17 years of age in mother-headed families had a somewhat higher number of illnessrelated visits than did children in twoparent families, but these differences were also not statistically significant.
Differences by Type of Health Care Coverage
It is possible that the generally lower rates of full-year health care coverage among children in mother-headed families are the primary explanation for their lower likelihood of ambulatory health care use relative to children in two-parent families. In Tables 5 and 6 , we compare preventive and illness-related ambulatory health care use for children in different family types across categories of health care coverage. Within each age and family type, the estimates were adjusted to control for children's age, race/ethnicity, perceived health status, the number of days spent in bed as well as the number of days with a reduction in normal activities due to health problems, family income, family size, and mother's characteristics (that is, employment status, education, age, use of ambulatory care), and U.S. Census Region. 18 The purpose of these adjustments was to determine the true effects of insurance coverage on use and to control for other factors that would potentially confound this relationship.
For young children, the findings in Table 5 show that differences in the probability of preventive care use between types of families remain regardless of insurance coverage and, in some instances, are even larger than the simple bivariate differences shown in probability of use for children in twoparent families who were uninsured all year was 58.6%, compared with 37.1% for all-year uninsured children in motherheaded families. Similarly, the probability of use for children in two-parent families with public coverage was 70.5%, compared with only 52.3% of children in motherheaded families with public coverage. There were also differences between family types in the probability of use for children with private coverage, although the differences were somewhat smaller.
For children 6 to 17 years of age with public or private coverage, the probability of use was similar for mother-headed and two-parent families. Uninsured children in mother-headed families were somewhat less likely to use preventive health care than were the uninsured in two-parent families. Possibly because there are fewer guidelines for using preventive and routine health care for older children, there tends to be less overall use of this type and less variation across family type and health care coverage categories-with the exception of the all-year uninsured.
Differences in the probability of preventive care use between types of families remain regardless of insurance coverage and, in some instances, are even larger.
Frequency of preventive health care use for all children varies less by family structure and health care coverage. The average number of preventive visits for children with at least one visit was between 1.6 and 2.2 visits for children 0 to 5 years of age, and 1.4 to 1.7 visits for children 6 to 17 years of age. The largest difference between types of families was for children Among young children, those in twoparent families had higher probabilities of use across all categories of health care coverage than did children in motherheaded families. 0 to 5 years of age who were uninsured all year in 1987: those in two-parent families averaged 2.2 visits compared with 1.6 visits for children in mother-headed families.
The findings were similar for the use of illness-related services (Table 6) . Among young children, those in two-parent families had higher probabilities of use across all categories of health care coverage than did children in mother-headed families.
Differences were particularly large for children who were uninsured all year (59.4% for children in two-parent families compared with 44.9% for children in motherheaded families) and children with private insurance (67.7% for children in two-parent families compared with 52.3% for children in mother-headed families). For children 6 to 17 years of age, those in two-parent families also had higher probabilities of use than children in motherheaded families except for those with public coverage, where probability of use was similar. As with preventive health care, there was less variation in the frequency of illness-related visits, with the exception of children 0 to 5 years of age with public coverage. For the latter group, children in two-parent families averaged more than one additional visit compared with children in mother-headed families (4.9 versus 3.8 visits). Differences between family types in the number of illness-related visits were much smaller across the other age and health care coverage categories.
Although the findings show that differences in health care coverage do not account for the lower probability of ambulatory health care use for children in mother-headed families, this is not to suggest that there is no effect of health care coverage. On the contrary, when examining the actual reported probability of use for children uninsured the entire year and comparing it to their predicted use if they were given private or public coverage, it appears that the effect of health care coverage on use is actually greater for children in mother-headed families than for children in two-parent families (see Tables  7 and 8) . 19 For uninsured children 0 to 5 years of age in mother-headed families, the predicted probability of having a preventive visit is 54.5% if covered by private insurance and 53.6% if covered by public, about 40% higher than their actual reported use of 38% (Table 7) . By contrast, uninsured children 0 to 5 years of age in two-parent families would experience little change if covered by private insurance, although their predicted probability of a preventive visit is 61% if they were covered by public, a 26% increase from their reported use of 48.5%. For uninsured children 6 to 17 years of age, the proportion with a preventive visit would double in mother-headed families (from 13.4% with reported use to about 26% with use if covered by private or public), while the Although the findings show that differences in health care coverage do not account for the lower probability of ambulatory health care use for children in mother-headed families, this is not to suggest that there is no effect of health care coverage. percent in two-parent families would increase from 15.1% with reported use to 22.2% if covered by private and 23.6% if covered by public.
The effect of private insurance on the predicted probability of using illnessrelated care is slightly higher for uninsured children 0 to 5 years of age in two-parent families compared with mother-headed families (Table 8) . How-ever, the probability of an illness-related visit for uninsured children 0 to 5 years of age in mother-headed families would increase from 49.3% to 61% if covered by An expansion of private or public coverage will significantly increase access to and use of ambulatory care for uninsured children, regardless of family type. However, other systematic differences between family types exist that impede children's ability to use health care. public insurance, a somewhat larger increase than for children in two-parent families. The effects of public and private coverage on expected use for uninsured children 6 to 17 years of age would also be larger in mother-headed families.
It is also worthwhile to note that predicted use for uninsured children if given public coverage was at least as high as their predicted use if they were covered by private insurance, and, in some instances, predicted use for public coverage was substantially higher. While there has been much concern over access to medical care for children with Medicaid because of low physician reimbursement rates in many states and a lack of providers willing to accept Medicaid patients, other aspects of the program-such as the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program, and the generally wide range of services that are covered (compared with the limited benefits of many private insurance plans)-enhance access to health care for children who would otherwise be uninsured.
In sum, these findings indicate that an expansion of private or public coverage will significantly increase access to and use of ambulatory care for uninsured children, regardless of family type. However, other systematic differences between family types exist that impede children's ability to use health care, since the findings clearly show that children in mother-headed families-particularly young children-have consistently lower probabilities of use regardless of their health care coverage. Furthermore, it is not at all clear how or if these "nonfinancial" differences could be resolved simply by providing universal health care coverage to all children and their families. Possible explanations for the persistent differences in the use of health care between children in different family types are explored further in the concluding section of this article.
Conclusion
The primary goal of most of the major health care reform proposals is to extend health care coverage to all persons who are currently uninsured. An expansion of pub-lic or private coverage would greatly increase access to ambulatory health care for children with single mothers. For many of these children, private insurance is difficult to obtain because of high rates of poverty and the lack of employment among single mothers, who-even if they work-are less likely to be able to acquire the types of jobs where private insurance plans are offered. Even with the recent expansions in Medicaid eligibility requirements (all children 0 to 10 years of age who are below the federal poverty level are required to be covered as of 1994), significant gaps in coverage remain. For example, the phase-in of all poor children age 18 and under will not be completed until the year 2002. Also, coverage of infants in families with incomes between 133% and 185% of poverty is optional but not mandatory, and there is no optional coverage for other children in this income category. There is also no requirement or option to cover children age 6 and older with incomes above the poverty line.
Moreover, although the number of Medicaid beneficiaries grew by 2.6 million in 1991 as a result of mandated coverage of pregnant women and children, a recent study based on data from the Current Population Survey shows that the percentage of uninsured children increased between 1988 and 1990. 20 Most of the increase in the percentage of uninsured children occurred between ages 7 and 21. Analyses of the 1991 Current Population Survey have shown increased rates of coverage for children below poverty but decreased coverage for other low-income children.
21
Lack of health care coverage is a serious problem among low-income persons and families who do not meet the federal definition of "poor" or "near poor" because they are not eligible for the mandatory coverage requirements under Medicaid, and less than half of employed persons in this income category have employmentrelated private coverage. 22 The implications for single mothers moving off welfare and into the labor force are even more profound because movement is most likely to be into low-wage jobs where health benefits are less likely to be offered. 23 Medicaid coverage ends after 12 months of becoming employed, if earnings exceed previous income limits received under the Aid to Families with Dependent Children program. Therefore, fear of losing Medicaid benefits may be a significant disincentive for these mothers to enter the labor force.
24
Universal health coverage would eliminate most of the current gaps in health care coverage and would greatly improve access to care for those currently without coverage. However, even if universal health care coverage were to be enacted, the findings in this study show that children in motherheaded families would still be less likely to use ambulatory care, either for preventive or illness-related purposes. Furthermore, the gap in use between children in different family types is even wider for young children. Additional analysis revealed that family income has a significant effect on Family income has a significant effect on the probability of children's use of preventive services even after controlling for health care coverage. . . . Out-of-pocket costs for health care could be a significant obstacle even for poor and low-income persons with coverage. the probability of children's use of preventive services even after controlling for health care coverage. Poor children in mother-headed families were less likely to use preventive care than children with higher incomes, regardless of their health care coverage. Also, income, not health care coverage, explains more of the difference between two-parent and motherheaded families in the probability of having a preventive visit. 25 The interpretation of the effects of poverty independent of health care coverage is not straightforward. Out-of-pocket costs for health care could be a significant obstacle even for poor and low-income persons with coverage. Transportation to medical providers may be more problematic for poor and low-income families, and providers are often unavailable in poor and low-income residential areas.
26
With regard to illness-related care, neither health care coverage nor income are major factors in explaining the lower probability of illness-related visits for children in mother-headed families. Other potential explanatory variables in the models used for this study include children's health status and disability days, race/ethnicity, physician supply, and char-acteristics of the mother (for example, age, educational attainment, employment status, use of health care). While most of these variables had differing effects, no single one appeared to account for the lower use by children in single-parent families. This suggests that the differences between family types regarding illnessrelated use are dispersed across a wide range of factors. Alternatively, it is possible that more direct measures of family process and functioning (for example, the amount of supervision children receive from their parents) and the time involved in utilizing services (not included in NMES) are necessary to clarify the differences in children's use between family types.
One should be cautious about generalizing these findings to all children in single-parent families. As has been noted by other authors as well as illustrated by the findings in Table 1 of this paper, single-parent families can vary substantially by other socioeconomic and demographic characteristics, such as race/ ethnicity, socioeconomic status, and place of residence. We would not necessarily expect the experiences of single-parent children of middle-or upper-income families living in affluent suburban areas to be similar to that of single-parent children in poor or low-income families living in underserved inner-city or rural areas. These differences may be reflected to some extent across the different types of singleparent families. For example, other data have shown that single fathers are far different from single mothers: they tend to have higher incomes, higher rates of employment, and higher educational attainment. 27 While it is likely that children's health care coverage and use differs across many of these subgroups, separate analyWhile there were many differences between two-parent and mother-only families in the effects of financial and nonfinancial factors on children's health care use, there were few differences between children with nevermarried and divorced mothers.
ses for all of these groups were not conducted for this article because of sample size limitations and analytical complexity.
Using multivariate techniques, however, it is possible to examine differences between two-parent and mother-headed families as well as between types of motheronly families in the effects of other demographic and socioeconomic factors on children's health care use. Such an analysis is the subject of another research paper by the authors. 28 The findings show that, while there were many differences between two-parent and mother-only families in the effects of financial and nonfinancial factors on children's health care use, there were few differences between children with never-married and divorced mothers.
Implications for Policy
To what extent should family structure be addressed with respect to health care policy for children? Some could argue that, although family structure is intricately entwined with risk factors that are more directly related to children's health care use (for example, poor and low income, lack of health care coverage, low educational attainment of the mother, time constraints), these risk factors are not unique to single mothers, and therefore family structure is extraneous. In this view, policy should focus exclusively on factors that are more directly related to lack of access to health care.
However, it is difficult to completely ignore the issue of family structure because it is clear that many of the direct factors associated with lower health care use by children appear more frequently in single-parent families (for example, low incomes, lack of health insurance, low educational attainment of the parent). Moreover, it is likely that these risk factors have probably increased over the past 25 years along with the increase of singleparent families. Public policy should be concerned with the increase of children in single-parent families at least to the extent that their high degree of reliance on Medicaid coverage has resulted in an increased burden on federal and state budgets during an era of fiscal constraints. Also, other research by the authors mentioned above indicates that family structure interacts with other factors to affect health care use. 28 In sum, the results showed that the effects of being uninsured on the use of preventive services were more strongly felt in mother-headed families than in two-parent families. Low edu-cational attainment of mothers had a stronger negative effect on illness-related use in mother-headed families, while mother's predisposition to use care (as reflected by her own use and attitudes toward health and health care) were more strongly felt in mother-headed families than in two-parent families. These latter findings suggest that family structure is not merely a proxy for other risk factors, but that behavior and decision making regarding the health care of children is somewhat conditional on family structure. this study do not point to any specific method, some examples would include neighborhood or community health centers that serve the dual purpose of being convenient sources of primary health care
There should be an even stronger policy emphasis on these nonfinancial barriers to health care use in addition to the more traditional policy emphasis on economic well-being. . . . Service delivery and outreach should also be a major Changes in the demographic characteristics of families over the past 25 years as well as any future changes have implications for the focus of health care policy. Because factors other than health care coverage or income appear to be important reasons children in single-parent families are less likely to use ambulatory care and because the number and percentage of these children has increased markedly over the past 25 years, it is reasonable to conclude that there should be an even stronger policy emphasis on these nonfinancial barriers to health care use in addition to the more traditional policy emphasis on economic well-being.
For health care policy, this suggests that, in addition to expanding the availability of health coverage, it is likely that service delivery and outreach should also be a major concern. While the findings in concern.
as well as centers of health promotion and education for parents and their children. In addition, school-based health clinics have been promoted by many as efficient and effective centers for health promotion and education for children, in addition to being a point of entry into the health care system. 29 16. American Academy of Pediatrics. Recommendations for preventive pediatric health care.
In American Academy of Pediatrics: Policy reference guide. Elk Grove Village, IL: AAP, 1990, p. 561.
17. T-tests of differences between means were used to assess statistical significance.
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The estimates shown in Tables 5-8 were derived from two-part multivariate models consistent with traditional health services research. In the first part, logistic regression models were used to estimate the probability of having a given medical service (preventive ambulatory visit, illness-related ambulatory visit). In the second part, a weighted least-squares regression model was used to determine the natural log of the number of preventive or illness-related visits for persons who had some utilization. Predicted probabilities and number of visits for each category of health care coverage were obtained by holding constant all other independent variables in the model, except for variables pertaining to health coverage. The predicted values were then retransformed to the original scales. The predicted logarithmic values of the number of preventive and illness-related visits were retransformed to natural scales by applying the "smearing" methodology developed by Duan, Manning, and Morris to yield consistent estimates of expected utilization from loglinear equations if the error term is nonnormal. For an explanation of this smearing methodology, see Duan, N., Manning, W., Morris, C.N., and Newhouse, J.P. The expected probabilities of use shown in Tables 7 and 8 were derived from the same multivariate results used to compute the findings in Tables 5 and 6 . The estimated probabilities of use assuming all children had private and public insurance shown in Tables 5  and 6 were subset to children uninsured all year to derive the expected probabilities shown in Tables 7 and 8. 
